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A racertification survey was conducted frem
August 20, 2007 through August 22, 2007, The
survey was inltlated using the fundamantal survey
process. A rahdom sample af two clients were
salected from @ population of four females with

. various disabllitles.’

The findings of this’ survey were bassd on
observetions at the group-home, one day
pragram, Interviews at both the group home and
day program, reviaw of clinfeal and administraiive
recorda ta Inciude the facliity’s unusual Incldent
and Investigation reports.

W 124 | 483.420(a)(2) PROTECTION OF CLIENTS W 124
RIGHTS

The facliity must ensure the rights of all clients. The facility will ensure the rig}n:s
Therefore the facility must Inf;:rm 'each cllené. of all individuals, Parents: and/or
parent (If the cllent Is & minor), o ggal guardian, lepal 1

i lots maiat o, dveszment e Tatteiauato sestenl |0
and behaviaral status, attendant rizks of S ‘ﬂ"y_‘)

treatment, and of tha ight to refuse treatment. conditions, developmental and
behavioral status, attendant

riak of treatment and the right
to refuse treatment.

This STANDARD - |2 net met es evidenced by:
Based on observation, Interview and recerd
raview, the facllity falled to ensura tha right of
each clisnt or thelr lagal guardian to be Informed
of the client's mediesl candition, developmental
and behaviaral status, ettendant rieks of
treatmant, and tha right to refuse treatment tor
two of two clients Included In the sample, (Client
#1 and #2) ' '

The findings include:

1a. During the medication pass an B/20/07 at
-___#' e e ——
LAEERATORY DIRECT@R'8 OR PROVIDER/SUPPLIRR REPARIENTATIVES SIGNATURE TITLE (@) DATE

dif! aﬁa_&m Voo Pronidect 9/20l07

Any deficisncy statament ending with an astarisk (*) danates g daflclancy which the iristitution may be exsised from esrrgeting providing It Is datermined that
other safeguards previde aufficient protection to the patients, (Sae inwructions.) Except far hurmeing homus, the findings rated above are disslosabis Y0 duys
foliewing the dats of urvey whather cf not 8 plan of esrraction le provided, For nuraing hamea. the abavs findings and plans of cerrection ate discioeable 14
days fo|lowlnud tha cate theas documents are made gvallable to the tacllity. )f dsficlancles aes cited, an asproved plan of correction 8 requislta to continued
pragrém patticlpatien. .

1A ) ——— e ————
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W 124

Conlinued From pape 4

@:17 PM, Cllent #1 was administered Abllify 15
mg, and Tagrato] 200 mg 2 tabs, Interview with
the Tralned Medlcation Nurse (TME) on the same
day at approximately 8:20 PM ravealed that the
medication was prescribed for maladaptiva
behaviors. Revlew of the client's physicians
orders datad 7/30/07 on 8/21/07 at approximately
3:30 PM revaaled that Abllifly and Tegretol was
Incorporated In a Behavior Support Plan (BSF)
dated §/1/07, to address behaviors assoclated
with physical aggression, self-injurious behaviors,
noncompllancs, telking to herself, laughing of
grinning Inapproptiately, covering her face with
her hands, and sticking her hands Intd her pants,

Interview with the Qualified Mental Retardation
Professional (QMRP) on 8/22/07 at
approximately 1:36 PM revealed that Cllent #2's
mather was vary invaivad in her life and givee
sanzents for traatment. Review of Cllent #1's
December 2007 Psychaloglcal Assessment an
8/21/07 at spproximately 2:50 PM revealed that
sha did not evidence the capacily to make
Independent decislona or provided meaningful
Imput inte declsions regarding her habilitation
planning, placement, treatment, finenclel, or
meadical matters, The Cllant could not executs a
durable power of attorney. There was ho
documented avidenca that the faclilyy Informed
Client #1's mother or a legally-authotized
representztive, as appropriate, of the haaith
bensiits and risks of treatment associated with
the use of hls psychetroplc medications and
comrasponding BSP, Additionally, the facility falled
to provida evidence that substituted conaent had
been obtalned from a lagally recognized individual
or antity,

b. Reviaw of the Client #1's current (7/30/07)

W 124

Client #2's mother has agreed

to be the health care agent for
her daughter. The documents have
been sent and should be completqd
by Sept, 22, 2007 9/22
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W 124 | Continued From page 2 W 124

physlclan's order sheet on £/21/07 &t
appreximataly 11:38 AM revealad an ordar on
2/5/07 Tar desp conecious sedation for Gyn
appointment. Further record review falled to
avidance that congant had bean abtained pricr ta
| the administration of the medication. [nterview
with the Quslified Mental Ratardation
Professlonal (GMRP) 8/21/07 revealed that Client
#1'a mother signs all consents for madications
and medical procedures, Further Interviaw with
the QVIRF revealad that Human Rights
Commitiee (HRC) had approved the use of the
gadatlve madlcatians prior o the Implemantstlon.

¢, On 12/8/06, Cllent #4's medication of abllify
was discontinued at its currently prascribed
dosage and Increassd to abillfy 15 mg Q AM and
PM. Interview with the Quallfied Mental
Retardatlon Profassional (QMRP) 8/21/07
revealed that Cllent #1's mother slans all
consents far madications and medical
procaduras, The faclilty falled to provide
avidence that substituted cansent had bean
ab‘{lat;ned from a legaily recognized individual or
sntity.

2 a. During the medication pass on 8/20/07 at
8:068 PM, Client #2 was administered Lorazapam
0.5 mg, Seroqual 200 mg 2 tabs, Zyprexa 10 mg,
and Heldel 6 mg. Intarview with the TME on the
same day revealed that the medication was
prescribed for maladaptive bahaviors. Intarview
with the Qualifiad Mental Retardation
Prafessional (QMRP) on 8/21/07 at approximately
2:00 PM revealed that Client #2 had an invelved
alster, but had not been able to establish contact
In over & year with the sister, Raview of Cliant
#2'g August 2007 Psychologlcal Assessment on
8/21/07 at approximately 1:50 PM revsaled that
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W 124 | Continued From page 3

she did not evidence the capaclty to make
Indepandent decislons on her behalf or provided
meaningful Input Into decisions regarding her
habilltation planning, placemant, treatment,
financial, or medical matters, There was no
decumented evidanca that the facilly Infermed
Cllant %2 or a legally-authorized representative,
as approprista, of the haalth benefits and risks of
traatment assoclated with the use of his
paychotroplc medieations and corresponding
BSP. Additionally, the facility felled ta provide
avidenca that supstituted congent had been
obtalned from & legally recegnized individual or
entity.

b. On 12/4/08. a naw medieation of abllify 15 mg
was gddad 1o Cllent #2's medication regimen and
the medication Clozaril was discentinued, There
was no documented evidenca that the facllity
Informed Cllent #1 or a legslly-autharized
representative, s appropriats, of the health
banafite and risks of treatment assoclated with
the use of his psychotropic medications and
corresponding BSP, Addltionally, the faclilty falled
to provide evidence that substituted consant had

or entity.

¢, On 3/5/07, = new medication Seroguel 400 mg
was added to Client #2's madication regimen to
addrasyg increasing symptoms of parangisl. There
was no documented evidenca that the facllity
Informed Client #1 or a legally-authorized
reprasentative, as appropriats, of the health
benefits 2nd risks of reatment associated with
tha use of his psychotrople medications end
corrasponding BSP. Additionally, the facility failed
to previde evidenca that substituted consent had
been obtained from a legally racognized Individual

bean obtzined from a iegally recognized individual

W 124
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W 124 | Continued From page 4 W 124
Doctor has reviewed and approved

or antlly.
v guardian package submitted to

Note: The QMRP has submitied an affivadit form case management. 9/20
for Cllent #2 to obtain guardianship to the doctor
and was still awalting the doctor'a review and

appraval,
W 125 | 483.420(a)(3) PROTECTION OF CLIENTS W 126|The facility will ensure the rights
RIGHTS of all persoms. All persons will

be encouraged to exerclse thelr
rights as people of the facility
and citizens of the U.S. including

Tha facllity must snsure the rights of all cllents.
Thergfare, the facillty must allow and encourage
indlvidual cllents to axercise thalr rights as clients

of tha facility, and aa citizans of the Unltzd States, the right to file complaints and

Including the right to flie complalnts, and the right the due process, Client #2'e

to dum process. |mother 1s her surrogate decision
maker.

This STANDARD Ia net met as evidanced hz See 124

Based on Interviews and record review, the facllity

failad to ensurs that Individuals who lacked tha
capacity to make Informed declslons had
received assistance with [dentifying a eurrogate
declslon-maker for habliitation and treatment
neaqds, for two of two clienta ineluded in the
sample. (Cllent#1 wnd #2)

The findings includs:

The facllity falled to enaure clients' righta wéré
protectad by making certaln each client had a
lagally sanctioned representafive to assist them
with making decisions regarding thelr treatment.
[See W124]

W 153 | 483,420(d)(2) STAFF TREATMENT OF W 163
CLIENTS '

mistreatment, neglect or abuse, as well as
Injurles of unknown sourca, are reported

|

|

|

|

The facllify must ensure that all allegations of ‘
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W 153 | Continued From page 5 W 153|gach client has a legally
|mmEdthB|y to the adminlstrator or 1o cthet ganctioned repres entatlve to
officials In accordance with State faw through assist them withe making decisions
established procadures. regarding thelr treatment.
Thie STANDARD s not met an evidenced by:
Bazed on intsrviaw, review of the investigative
sind Incident reperts and the review of the faclllty's
incldent Management Systsrn (IMS), the facility
falled to ensure that all allegations of
mistreatment, neglect or abuse as well as injuries
of unknown orlgln were reported Immediately to
the administrator or to other officials as reguired
by State Law [22 DCMR Chapter 35 - 3619.10]
through established procedures for one of two
cllents included In the sample. (Clisnt #1)
The finding Includes:
' Cewvent
Raview of the Incldent reports on 8/21/07 &t 10:47 This odmeswt is not an allegation|of
AM revealed that on 1/7/07, Client #1 was abuge, mistreatment, neglect, oT
“banging up in har room.” Tha client came dawn injury of unknown orgin. It was|an
stalrs with staff and explained that a volce hame unusual event but does not fall
uAngie" was maessing with her. The client picked in one of the foremention
up & chalr and a pleca of tlle and stiempted to hit categories. Thus, the requirement
sta®, however other staff intarvened. Client #1 for raport .-to dm;.n fstr tqr dow
ran Into the living room area threw backpack and rep & ator doWs
hit staff in the face. Staff was injuried {facs and not apply. on-going
iip swollen). There was no avidenced that the
following Incldent had bean reported to the
facility's administrator.
W 159 | 483.430(3) QUALIFIED MENTAL W 159
RETARDATION PROFESSIONAL
Each client's active treatment program must b
integrated, coardinated end monitorad by a
qualifisd mental retardation professional.
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w 159 | Continued From page 6

This STANDARD is not maet as evidenced by
Based on observation, staff Interview and record
review, the faciiity's Qualified Mantal Retardation
Professional (QMRP) falled to Integrate,
coordinate and manitot its cllents active treatment
programs.

The fiadings include:

1. The QMRP falled to ensure that Informed
consent were obtalned from family/legal
guardlana for psychotropic medications, sedation,
and the implamantation f Behavier Support
Plans prior to thelr Implementation. [See Wiz4
and W283] .

2, The QMRP failed to ensure that clients were
provided with oppertunities for cholce and
ealf-managamant. [See W 247]

3. The QMRP falled to ansure Client #1 was
provided opportunities for continuous active
traatment In accordance the Physlcal Theraplst
recommendations. [See W248&]

4. The QMRP falled to ensure to teach cllents (o
use and make informed chalces about the use of
thelr adaptive agulpment (glasses). [See W436]

6. The QMRP falled to monlitor faclity
compllance with tha estabiishad fire drill
schedule, to ensure that drilla wers held at least
quarterly on avary shift. [Sea WA44Q]

W 247 | 488.440(c)(8)(Vi) INDIVIDUAL PROGRAM PLAN

The individual program plan must include
opporturiities for cliant choica and
gelf-managament,

W 158
QMRP will ensure that each

person's active treatment progref
is integrated, coordinated and
monitored,

Sea 125
and 283

See 247

See 246

See 435

Sea 440

W 247
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W 247 | Continued From page 7 W 247
Tndividuals will be affordad
This STANDARD Is not met as av|ddanced by: ogwmﬁim;’ for opolce snd/or
Based on obaarvation, Interview, and record 9
review, the facillty falled to eneure cllents were self management during dinmer. |3/2
provided with opportunitles for cheice and
aalf-managemant, for two of tha two clients
included In the sempla, (Cllent#1 and #2)
The finding Includes;
The facliity fellad to ensure Cllent #1 and #2 were NOTE
afforded opportunities far cholca and /of —_—
sel-management during dinner, - Person #2 tends to pick her nose.
: ; Other persomns in the home
During dinnar on 8/20/07 at 6:32 PM, direct cars .
otaff was observed preparing the table diner styls (one resident) in particular
by placing a bowl of soup, B bawl of Mixed does not like to touch her or
vegatablas, and pitchers of water and soda on the her food (even if her hands ar
tabls, The staff wae further observed to measura washed). However Persom #2 can
gach cliant portion on to thelr plata/bowl. serve herself last to avold
Although the dining table was set for family style upgetting others.
dining, Client %1 and #2 did not participate In the
service of the food.,
Interviaw with the Qualified Mental Retardation
Professlonal (QMRP) on the same day revealed
that the cliants wera "very capable” of ass|sting
ditact care staff In serving food, The QMRP
further revealsd that Cllent #2 could serve hersalf
Indepandently. .
W 249 | 483.440(d)(1) PROGRAM IMPLEMENTATION W 248
As soon as the interdisciplinary team has
formulated a cllent's individual program plan,
esch cliant must receive a continuous active
treatment program conslsting of needad
Interveantions and servicas in sufficient number
and frequency to support the achlevement of the
objectives identifled in the individual program
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W 2495 | Continuad From paga 8 W 248
plen. QMRP did follow-up with PT for

verification. -
Staff has been retrained on goal| 9/22

This STANDARD s not met aa evidanced by:
Basad on obsarvation, Interview and record
review, the faclilty falled to ensura a6 500n a8 the
Interdisciplinary team formulated the Individual
program plan (IPP), each ellent recalvad a
continuous active treatment plan conslsting of
nmaded intarventiona {o achleve identifisd
objectives for two of two cllents In the sample.
(Clients #1 and #2)

The findings include:

1. Obsarvations conducted on 8/20/07 at 4:54
PM revealad Client #1 standing up with aniia
welghts en holding ohto & chalr and doing leg
swings and knee bends (range of motion
exarcisee). Raview of Client #1's Individual
Support Plan (ISP) book an 8/21/07 at 2:60 PM
revealed a Phyeleal Theraplist (PT) pesagsment
dated 12/6/08. Acaording the PT's
recammendation, staff should encourage
repetitive activides such ss vacuurning, going up
and down the staps ta increase hel snergy
expeditien. Further review of the PT's
nssessment revealed a goal that Cllent #1 will go
up and down a flight of atalrs 2/2 trials evary hour
at 100% of the trials five (5) timee a week. :
Intsrview with the Qualifled Mantal Retardation
Professionsl (AMRP) on £/22/07 at approximately
1:48 PM revealed that sha was unawara of the
recommendation. The QMRP further Indlcated
that she would follow up with the PT for
vefification. There was no evidence that the goal
had bean implemented In accordance with the

Program is now being Implementeq
according to PT recommendatlons.

PT's recommendations,

PFORM CM3-2887(02-99) Fravious Veralons Obsolete

Event 10} 2MEAT1
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PREFIX (EACH DEFICIENGY MUST BE FRECEDED BY FULL PREMIX (BACH CORRECTIVE ACTION SHOULD BE comPLETION
TAG REGULATORY QR LSC IDENTIFYING INFGRMATION) TAS CROSE-REFERENCED TO THE APPROFRIATE pATE
DEFICIENCY}
W 248 | Continued From page © W 249
See 247
2. [Ses W247] The faclity falled to allow cllents
to partiolpate In thelr meal time sarvice,
W 264 | 483.440(F)(3)(i1) PROGRAM MONITORING & W 283

CHANGQE

The committea should Insure that these programs
are cenduscted only with the written informed
consent of tha cllent, parents (If the cllentls a
minor) er iegal guardian,

This STANDARD ia not met a8 evidenced by:
Basad on interview and record review, the
faclity's speclally-conetitutad committeés (Human
Rlghts Cemmittes) falled to ensure that restrictive
programs were used only with written consents,
for fwo of two clients Included In the sample,
(Cllent #1 and #3 )

The findings Includes:

Tha facliity's human rights cammiftes failed to
ensure that informed consent had been obtalned
for the use of Cllent #1's and #2's Behavior
Support Plen (BSP) In conjunction with the use of
prescribed psychotrople medications as
evidanced belew.

1. Thera was no evidencs that wriiten consent
had heen obtrined for Cllent #1's Behavior
Support Plan (BSP), for the use of preacribad
paychotropic madications, and ssdation prior {o
medical appointments. interview with the
Qualified Mentsl Retardation Professional
(QMRP) on 8/22/07 at approximately 1.36 PM
revaaled that Cllent #2'a mather [ vary involved
in her [ife and gives consents for treatmant. [See
W124)

The commitrtee will ensure that
these programs are conducted
only with written informed
congent of the individuale
parents or legal guardian.

on-going

Guardians/health agents are being

obtezined for persons #1 and #2. 9/22

SOAM CMB-2587(02-0%) Praviovs Verslgny Ohsalats Evant ID: 2ZMEET1

Fuclity ID; 0§@161 If continuatlon shest Page 10 of 13
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EREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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D

PREFIX
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PRCVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROB- {EFERENGED TO THE APPROPRIATE
DEPFICIENCY)

(X5
COMPLATION
DATE

W 263 { Centinued From page 10

2 There waa no evidence that written conaant
had heen obtalned for Client #2's Behavlor
Support Plan (BSP), for the use of the prescribed
peychotreplc medications, and the sddition of new
medications. Intarview with Qualified Mantal
Retardation Professionsl (QMRF) on §/22/07 at
approximately 2:00 PM revsaled that Client #2 did
not have written informed cunsent slgned by &
guardisn or any other paraon idontifiad a4
responsibie at the time of the survey; howeaver,
tha OMRP submltted paper to obtain
guardianghip for the client, [Sas W124]

W 436 | 483.470(g)(2) SPACE AND EQUIPMENT

The fadllity must fumish, malntaln In good rapalr,
and teach clients to usa and t& make [nformad
choices about the use of dentures, ayeglasses,
hearing snd other communications @lds, braces,
and other devices Identified by the
Intardisciplinary team as nasded by tha cliant.

This STANDARD s not met &g svidenced by:
Based on obgervation, interview and racord
raview, the facility failed to teach clients to uee
and make Informed cholces about the use of thelr
adaptive equipmant (glasses) for ohe of Wo
efiants included in the sample, (Client #2)

The finding Includes:

Observations during the survey period from
8/20/07 through 8/22/07, Cliant #2 waa nat
obsarved to wear har glasses In the home or the
day program. ntarview with House Manager and
the Quallfied Mantal Retardation Professlona!
(QMRP) on 8/22/07 st approximately 2:10 PM

W 282

W 436

Bee 124

FORM CNS-2587(02-98) Pravidus Varalons Cusolate Evant 10; ZMEB11
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STATEMENT OF DEFICIENCIES 0¢1) PROVIDER/SUPPLIER/CLIA ©2) MULTIMLE CONSTRUCTION (t4) DATE BURVET
AND FLAN QF CORRECTION IBENTIFICATION NUMBER: ABU COMPLETED
ILDING
09G1M B. WING 0B/22/2007
NAME OF PROVIDER QR BUPFLIER STREET ADDCRES, CITY, STATE ZIP CODR
1800 FRANKLIN STREET, NI
WHOLISTIC 08 WASHINGTON, DC 20017
) 1D SUMMARY STATEMENT OF DEFICIENCIES =] PHRLMDER'S PLAN QF CORRECTION ‘ 45
AEFIX (EACH DBFICISNCY MUST BG FREGEDED BY FULL PREFIX (BACH CORREGTIVE ACTION GHOULD BE COWMPLETION
TAG REGULATORY OR L&C IDENTIFYING INFERMATION) TAG GROES-(EFERENCED Ta THE APPROPRIATE DATE
- DEFIGIENCY)
W 436 | Contlnusd From pags 11 W43B |\, informed program will be put 9/22/07
revaaled that the cllent refused to wear tham. in place to train personm #2 to
Cliant #2's Indlvidual Support Flan (ISP) dated wear glasses
12/11/08 waa reviewed on 8/21/07 at 1:36 PM.
According the ISP, Client #2 wears aya glasses to
compensata for her left ays Impalrment There
Wwas no evidence that staff dooumented Cllent
#2's refusal to wear her glasses, Additionally,
thers wes no evidence of any program objective
deglgnad to traln/teach Client #2 when to wear
her syeglosses.
W 440 | 483.470())(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at lsast
quarterly for each shift of parseanel.

This STANDARD |s not mat as evidenced by.
Based on staff interview and record reviaw, the
fal\lcuwﬂfallad to hold svacuation drills quarterly on
all shiita.

The finding Includes:

Intarview with the Qualified Mental Retardatlon
Frofeesional (QMRP) and review of the staffing
pattarn on &/20/07 at 3:50 PM revealad the
seheduled shifte are as follows:

Woeekdays/Waakends

1t Shit 8 AM to 4 PM
2nd Shift 4 PM to 12 AM
ard Shift 12 AM to 8 PM

Further Interview with tha QMRP ravealed that the
staff was required to conduct a drill once per
month on each shift, Review of tha fire drill log
for August 2008 through October 2006 revealed
that the faciiity falled to hold fire evacuation drills

FORM CMS-2567(02-90) Previcus Versions Obetiaie Hvent ID; IMER11

Pagliy 1D: 08G181

If continuation shest Page 12 of 13



03/24/2007 12:44 FaX

00/10/2007 20:27 FAX 20244294230 HRA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

@o1d4/020

PRINTED;: 08/10/2007
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(%4) 1D EUMMAIY STATEMENT OF DEFIGIENCIES D PRCVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENGY MUET BE PREGEDED BY PULL PREFI (EAGH GORRECTIVE ACTION sHOULD 8E GOMDF.QI..TEIQN
TAG AEGULATORY OR L5C IDENTIFYING INFORMATION) TAQ CROES- LEFEREggﬁglLi g%E APPROPRIATE
W 440 | Continued From page 12 W 440
for the third shift. Further review of the fire drlls Our quarterly achedule is Das ed | 9/22
lngs for Novembar 2008 through January 2007 on a calendar year. HRA's may
revealed the faclltty falled to hold fire evacustlon be based on survey year. Calendar
drille for the second shift Thera was no evidence will be adjusted to ensure
'ma"tIt fira drills ware conducted guarterly on all quarterly variance in shift,
shifts
\ fire drills will be held under
W 441 | 483.470()(1) EVACUATION DRILLS W 441 varied conditions.
The facility must hold evacuation drllis under i in th
varjad condltions. Residents do not spend time in tpe
basement. We use that space for 9/22

This STANDARD Is not met a3 evidenced by:
Basad on staff intarview and racord verification,
the facility falled ta hold evacuation driils under
varled sanditions,

The findIng ineludas:

Review of the facllity's fire drlll racards on 8/20/07
at approximately 3:50 PM revealed that most of
the fire drills were conducted via the front and
back door axite. Raview of the fire drill record
ravesled that the exit to basement had not been
used st any time. interview with the Qualified
Menta| Retardation Profassional (QMRP)
ravesled that the facllity had et least four mathod
of egrees. Further Interview with tha QMRP
ravaaled that the clients primarily used tha front
and back door exits durihg the past year, There
was ha evidence that evacuation drlila were held
under varied conditions,

gtorage primarily. Howevetr, 1t
will be incorporated inte fire
drills prospectively.
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R 000| INITIAL COMMENTS R 000

A lleansure survey was conducted from August
20, 2007 through August 22, 2007. The survey
was Inltlatad using the futidamental survey
process. A random sample of two residents
were selected from a population of {four females
with various disabliities.

The findings of this survey were based on
ahaervations at tha group home, one day
program, intervisws at both tha group home and
dsy program, review of ellnical and administrative
racards 10 Include the facility's unusual incldent
ang investigation reports.

R 128 4701.5 BACKGROUND CHECK REQUIREMENT | R 125

The criminal background check shal) disclose the
erminal history of the prospective employea or
contract werker for the previous seven (7) years,
in all Jurisdictions within which the prospective
employes or contract worker has worked of
r%sldﬁd within the seven (7) years prior ta the
chack.

This Statute s not met as svidenced by: . vt AR
?asc:’d on the review of records, the GHMRP Six St muldi - jUh Sic ‘m:‘ ha
alled to ensure eriminal background ghecks for . i

the previous seven (7) years, in all juriadictions Criminal bagkgCound hove

who haye worked or resided within the seven (7) beon nitinled, Process 5hed}

*| ye rlar to the check.
years priar chec e, 4~ 6 weeKs thr
The finding Includes: Private ‘wves {-.\50\4-,'““ Eirm.

Revlew of the parsonnel flles on 8/22/07 et 11:308
AM revealed the GHMRP failed to evidenca
criminal background ehecks for slx of elght staff
for the stata of Maryland in which they reside:
[91. $2 $8, 85, 86, and $8]

Teaith Repulabon Adminjstratio
‘ﬂZm}éé? gpww "'""/LB () DATE
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (/(L MM q) 10[01
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FROVIDER'S PLAN OF CORRECTION o
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DEFICIENCY)

| 000 INITIAL COMMENTS | goo

A lleensure aurvey was conducted from August
20, 2007 through August 22, 2007. A random
sampie of iwo resldenia were selactad from a
population ef four famales with varlous
disabllifias.

The findings of thls survey were based on
obsarvations &t the group home, one day
program, Interviews st hotb the group home and
damy program, revisw of elinical snd sdminlistrative
records to Inciude tha facility'a unususl Incldant
and inveatlgation reponts.

| 080| 3503.8 BEDROOMS AND BATHROOMS | 080

One (1) bathroem sensisting of a tollet, lavatory
and a bathing facllity that is appropriats for the
necds of the residents shall be provided for the
use of each six (§) pereons Including staff, axcept
that non=llve~In staff ghall not be counted whan
calculating perscns using bathing facllities.

This Statute s not met as evidenced by

Based on cbeervation and interview the GHMRP
falled to have @ tollet aperating in good werking
condltdon.

'The findlng includes:

| Durlng the snviranmantal walk-through on
8/21/07, tha tollet locatad on the third (3rd) level
was observed not to flush, Interview with the
Houss Manager ravealed that the toilet wie
broken by one of tha residents earlier that
morning.

1082 3503.10 BEDROOMS AND BATHRQOMS 1ga2

forlek has been Fiked .

- Fimaith Regulation Adrainjatral

7 zgl
LABORATORY DINECTOR'S OR PROVIDER/SUPPLIER RERRESENTATIVE'S SIGNATURE

TITLE [%8) PATE
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| oaz2

1133

Continued Frem page 1

Each bathfeam that ia used by residents shell be
equipped with tallet tissue, a papsr towal and cup
dispenser, soap for hand washlng, @ mirror and
adequate lighting.

This Stetute ls not mat-as avidenced by:

Baesd on observations and Interview at the
GHMRP falled praperly equip each bathraom with
tha :ppropriata items to meet sach residents
need.

The findings include:

During the anvironmental walk-through on
8/21/07 at 12:15 PM revesiad ths lighta located in
the bathroom on the third lavel wae obssrved te
be withoul & light cover.

a505.5 FIRE SAFETY

Each GHMRE shall conduct simulatad fire drills tn
order to test the effectivensss of the plan at leaat
four (4) times a year for sach shift.

This Stetute is not met as avidenced by:

Based on staff Intarview and racord review, the
facliity failed to hold avacuation drllls quarterly on
all shifte.

The finding includes:

intarview with the Qualified Méntal Retardation
Professional (QMRP) and review of the staffing
pattern on 8/20/07 at 3:50 PM revealed the
gtheduled shifts ara as follows:

Weekdays/\Waskends

1 082

1135

qis”
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1 2024

| 206

Continusd From page 2

15t Shiftt 8 AM to 4 PM
2nd Shitt 4 PM to 12 AM
ard Shift 12 AM to 8 PM

Further Interview with the QMRP revealed that
the statf was required 1o conduct a drill once per
month on sach shift. Review of the fire drill log
for August 2008 through October 2008 revealed
that the facility falled tc held fire avacuation drills
for the third shift. Further review of the fire drllls
logs for November 2006 through January 2007
reveaiad the facility failad to held fire evacuation
drills for the second shift. Thera was no evidénce
that fire drilla wara conducted quarterty on all
ghifts.

Also sas FederalDdeficlency Clatlon W441,

25002 PERSONNEL POLICIES

Each staff personh shall have a writtan job
description, which detalls @ach of his or her major
reaponsibilities and dutles and supervisery
sontral,

This Statuts s not met as evidenced by:

Based on record review, the GHMRP failed to
have on fils for review current job descriptions fer
all employaes.

The finding Includes:
Review of the persennel flles on 8/21/07, the

GHMRP failed to provide a Job description for the
consulant #1,

8506.8 PERSONNEL POLICIES

{135

WHY |

1202

A 'lf\torear«—"ﬁ"\ W Yo
C o0 S\ A+ comTuck .

1208

Congu\tanY  fob deseriphe

gl22[o7

Haalth Rogulaﬁnn Eaminiairaton
3TATE FORM

dpm 2MEB11
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Cantinued From page 3

Each employes, prior to employment nd
annually theresfter, shall provida a physiclan '8
cartification that a health inventary has bean
perfarmed and that the employes ' & heailth status
would allow him or her to parformn tha raquired
dutles,

This Statute Is not met as evidenced by:

Baszed on Interviaw and record review, the
GHMRP falled to ensure that all ataff had current
health certificates on fila.

The finding Includes:
Review of personnel recards on 8/21/07 at 12:09

PM revealsd no documentad evidence of currant
health certificates for consultant. [(C1)

3510,5(d) STAFF TRAINING

Each training program shall Include, but not be
limited to, the follewing:

(¢) Infection control for staff and residents;

This Statute 1s not mat as avidenced by:
Based-on record review, the GHMRP falled to
have on file for review currant training in first Aid
and CPR for amployeas. :
The findings include:

On 8/21/07, raview of personne| records/iraining
recards revealed that the following staff wae
without current First Ald and CPR, or both.

a. FiretAld-C1

1206

Cuseent neal\th ceryibioki q(zp
& i Fie,

St had currend ql1L
LPR 6nd Hesk Md
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b. CPR-C1

3521.1 HABILITATION AND TRAINING

Each GHMRP shall provida habllitation and
tralning to Its residents to enable them to acquire
and maintain these lifa ekills naseded o copa
morga effactivaly with the demands of thalr
anvironments and to achieve thelr optimum lavals
of physical, mental and so¢lia! functioning.

This Statuts is not met as evidenced by:

Based on Interview and record review, tha
GHMRP falled to provide habilitation and tralning
to lts regidents that would enable them to acyulre
and maintaln Jife skilla needed to copa with their
environments and ashieve optimum |evals of
physlcal, mental and social functioning.

The findIng Includes:
(See Federal Deficiency Raport Citations W248 )
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